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INTRODUCTION

D
efensive medicine is defined as a deviation
from standard medical practice for fear of
medical malpractice claims and may inclu-
de two types of behaviors: a safety behavior

which consists of prescribing more tests and procedu-
res than those clinically recommended, and an avoi-
dance behavior which involves avoiding high-risk pro-
cedures and/or patients to distance oneself from pos-
sible malpractice.1

Defensive medicine is on the rise, and it has been de-
monstrated in healthcare systems around the world. Pa-
tients are increasingly dissatisfied with health services
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RESUMO
Background and purpose: Defensive medicine is defined as a deviation from standard medical practice for fear of medical mal-
practice claims and has serious consequences for patients, doctors, and public funds. We aim to understand the perception of de-
fensive medicine practice in primary health care, specifically in the Health Centers Group of Western Lisbon and Oeiras (HCG WLO).
Methods: We conducted a cross-sectional study between May 2019 and September 2020, including all 182 physicians working
at HCG WLO. Each participant received a questionnaire to answer within two months, and the results were analyzed through
SPSS®, v. 27.
Results: We included 138 questionnaires (11 excluded and 33 not answered). 61% of physicians consider defensive medicine
a moderate problem, and 92.2% have already practiced defensive medicine, which includes ordering additional exams (93.7%),
referring to secondary care (53.2%), and scheduling further appointments (34.9%). The main reasons for defensive medicine
are the need for more information to make safer decisions (63.8%) and patient insistence on performing extra procedures (55.9%).
68.3% believe that practicing defensive medicine reduces malpractice claims.
Discussion: Most physicians had already practiced defensive medicine once in their lives. They consider it a problem and re-
cognize its elevated costs. They believe in protocol development, legal support improvement, consultation time adjustment,
and health literacy promotion to diminish the problem. It was not possible to establish an association between workplace and
defensive medicine practice due to the low number of participants. The research team aims to apply this protocol nationwide
for more valid results and to promote new policies.

Keywords: Defensive medicine; Primary healthcare; Outcome’s assessment.

and resort to litigation more easily. Physicians fear mal-
practice proceedings and adopt self-defense conduct
that deviates from standard practice. These actions can
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have serious consequences for pa-
tients’ and physicians’ health,2 besi-
des wasting public funds.3 For all the-
se reasons, it seems mandatory to
build preventive strategies. There is
some international literature availa-
ble about the impact of defensive me-
dicine on clinical practice. In Spain,
the main reasons mentioned by fami-
ly doctors for prescribing unnecessa-
ry procedures were to increase patient
satisfaction, the lack of time during
appointments, and fear of malpracti-
ce claims.4 In Denmark, a qualitative
study explored how defensive medicine was understood
by family doctors in primary health care (PHC). It was
described as all unnecessary and meaningless medical
procedures due to external factors such as pressure done
by patients, other professionals, or their own.1 In 2015,
in the United States of America, another study showed
an association between greater use of resources and lo-
wer subsequent rates of negligence incidents. However,
this association was not statistically significant in PHC,
which may reflect low rates of malpractice claims in ge-
neral or a lower number of family doctors included com-
pared with other specialties.5

National literature about defensive medicine in PHC
is scarce. In Portugal, the National Healthcare System
(SNS, from Serviço Nacional de Saúde) was founded in
1979 and is described as universal, general, and ten-
ding-towards-free health service. It operates under the
supervision of the Ministry of Health and is managed
by the Central Administration of the Health System and
by five Regional Health Administrations (RHA). Each
RHA includes several groups of PHC centers and hos-
pitals that work in a network based on geography and
care differentiation. PHC contemplates three types of
functional units with a growing level of organization,
professional goals, monetary incentives, and cost con-
trols: personalized healthcare unit (UCSP), family
healthcare unit model A, and model B (USF A and B).
Physicians can work in public and private health servi-
ces simultaneously.

OBJECTIVES
Our main goal was to understand the perception of

the practice of defensive medicine in PHC, specifically
in the primary healthcare centers group of Western Lis-
bon and Oeiras (HCG WLO).

Secondarily, we aimed to describe the demographic
characteristics of HCG WLO’s family doctors staff; un-
derstand their perception regarding health costs asso-
ciated with defensive medicine; identify the reasons
that lead to the practice of defensive medicine; descri-
be how physicians practice defensive medicine in their
work routine; verify if any specific patient characteris-
tic was associated with more frequent defensive medi-
cine practice; and survey which strategies were sug-
gested by family doctors to reduce the practice of de-
fensive medicine.

METHODS
Study design and settings

We used a cross-sectional design for this study. The
research protocol was approved by the Ethics Commit-
tee of the Regional Health Administration of Lisbon and
Tagus Valley.

The study began in May 2019, with the design of the
protocol and the elaboration of a questionnaire by the
research team, which after being subjected to a pre-test
to detect any difficulties and having not identified any
need for modification, was then applied to the family
doctors which met the inclusion criteria, in all the func-
tional units of the HCG WLO, Lisbon, Portugal (see Ta-
ble 1, in Appendix A). Questionnaires distribution was
initially planned for September 2019 but was delayed
until August 2020 due to complications with the 
approval of distribution of the questionnaires in some

Inclusion criteria (any of the following categories)

Residents of general and family medicine, working in HCG WLO

Specialist doctors in general and family medicine, working in HCG WLO

Doctors with/without exclusivity for the public sector, working in HCG WLO

Retired doctors or general practitioners exercising clinical activities in HCG WLO

Exclusion criteria (any one criteria was enough for exclusion)

Family doctors involved in the study or in the pre-test

Students/interns/residents of non-Portuguese nationalities

TABLE 1. Eligibility criteria of the participants
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of the functional units and the COVID-19 pandemic. In
October 2020, the questionnaires were collected by the
research team, and the information obtained was sub-
jected to statistical analysis.

This article follows STROBE guidelines.

Participants
The total number of doctors who work at HCG WLO

was obtained through its human resources department,
divided by professional category (specialists/residents
in general and family medicine and general practitio-
ners), ensuring anonymity of all participant data. All
physicians who met the eligibility criteria defined in
Table 1 were included in this study. The research team
tried to reduce the existence of confounding factors by
creating exclusion criteria. Thus, some possible con-

founding factors were not considered in the statistical
analysis.

Variables
The initial questionnaire was submitted for validation

by the Ethics Committee to maintain the anonymity of
the study participants, and some changes were made.
The final questionnaire (see Appendix B) integrating the
variables under study (see Table 3, in Appendix C) has
the main objective of characterizing the practice of de-
fensive medicine by family doctors at the HCG WLO. On
the other hand, it intends to know the reasons that lead
to the practice of defensive medicine, how defensive
medicine is practiced in their daily activities, and which
factors, human or not, may influence the physician to
practice defensive medicine. It also intends to evaluate
the physician’s perception regarding the financial im-
pact of the practice of defensive medicine and to un-
derstand which strategies to reduce defensive medici-
ne are considered more useful by family doctors.

Each author was responsible for personally delive-
ring the questionnaires and informed consent in a sea-
led envelope to a randomly assigned primary health-
care center coordinator. Both questionnaires and en-
velopes were not signed, stamped, or had vignettes
identifying the participating physician or healthcare
center. After the two months that were defined as the
period for completing the questionnaires (August and
September 2020), the authors collected the envelopes
and transcribed the data into an Excel® database. To
minimize the potential error in the transfer of infor-
mation, the transcriptions were subsequently inde-
pendently reviewed by another member of the team,
and the author, JR, did not transcribe or review any
questionnaire. The database was protected by a pas-
sword, and it was only accessible to the research team.
To reduce the rate of non-response to the questionnai-
re, the authors committed to reinforcing the delivery ti-
mes in person with the family doctors of the healthca-
re centers where they worked, and some periodic kind
reminders were sent to the other centers.

After data collection, the paper questionnaires were
stored in a physical folder, together with the informed
consent. Three years after the completion of the study,
the Excel database and the physical folder will be eli-
minated. If the responsible author verified that question

Characteristics N (%)

Sex

Female 105 (76.1)

Male 33 (23.9)

Age

[24-35[ years 64 (46.4)

[35-45[ years 32 (23.2)

[45-55[ years 10 (7.2)

≥ 55 years 32 (23.2)

Professional situation

Resident 38 (27.5)

Specialist 96 (69.6)

General practitioners 4 (2.9)

Workplace

UCSP 16 (11.6)

USF A 46 (33.3)

USF B 76 (55.1)

Working in private care

Yes 46 (33.3)

No 92 (66.7)

TABLE 2. Descriptive analysis of the socio-demographic
characteristics of the sample under study

Legend: UCSP = Personalized healthcare unit; USF A and B = Family

healthcare unit model A and model B.
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Question N (%)

Practice of defensive medicine as a problem:

Very serious 8 (5.9)

Serious 44 (32.4)

Moderate 83 (61.0)

Inexistent 1 (0.7)

Do you consider that defensive medicine contributes to higher health expenditure?

Yes 133 (97.1)

No 4 (2.9)

Have you ever practiced defensive medicine?

Yes 127 (92.0)

No 11 (8.0)

How frequently do you practice defensive medicine?

Everyday 6 (5.1)

4-5 times/week 9 (7.7)

2-3 times/week 26 (22.2)

1 time/week 22 (18.8)

<1 time/week 54 (46.2)

What are your main reasons for practicing defensive medicine?

Complaint 6 (4.7)

Negligence/Medical error 58 (45.7)

Security 81 (63.8)

Patient’s insistence 71 (55.9)

Patient’s satisfaction 3 (2.4)

Patient’s final decision 7 (5.5)

Little consultation time 44 (34.6)

Other 6 (4.7)

How does your defensive medicine practice translate into your clinical activity?

Further complementary examination 118 (93.7)

Increased prescription 7 (5.6)

Increased referrals 67 (53.2)

Increased consultation number 44 (34.9)

Avoid appointments with the patient 0 (0.0)

Avoid risky medical procedures 13 (10.3)

Convey less clinical information 5 (4.0)

Convey more clinical information 37 (29.4)

Other 1 (0.8)

(continues)

TABLE 3. Questionnaire options and participants’ responses



Rev Port Med Geral Fam 2025;41:344-53

348 estudosoriginais

Question N (%)

Do you consider your practice of defensive medicine to be influenced (as in being more likely) by the 
patient’s gender?

Feminine gender 6 (4.9)

Masculine gender 1 (0.8)

No influence 116 (94.3)

Do you consider your practice of defensive medicine to be influenced (as in being more likely) by the 
patient’s socioeconomic class?

High socioeconomic class 38 (32.8)

Middle socioeconomic class 0 (0)

Low socioeconomic class 0 (0)

No influence 78 (67.2)

Do you consider your practice of defensive medicine to be influenced (as in being more likely) by the 
patient’s age group?

Children 9 (7.4)

Adults 27 (22.3)

Elderly 14 (11.6)

No influence 71 (58.7)

Do you consider that defensive medicine practice reduces the probability of being sued?

Yes 69 (68.3)

No 32 (31.7)

Do you know about anyone who is or has been involved in a malpractice claim?

Yes 48 (36.4)

No 84 (63.6)

How likely do you consider that you may be sued or be involved in a malpractice claim in the next 10 years?

>=20% 4 (4.8)

10% to 19% 12 (14.3)

1% to 9% 26 (31.0)

<1% 42 (50.0)

In your opinion, which strategies might mitigate the practice of defensive medicine?

Promote patient’s health literacy 98 (76.6)

Improve legal support for health professionals 59 (46.1)

Legal training during medicine graduation 21 (16.4)

Training in evidence-based medicine 101 (78.9)

Enhanced knowledge of legal/ethics resources made available by the health regional administration 33 (25.8)

Adjustment of consultation time 63 (49.2)

Other 1 (0.8)

TABLE 3. Questionnaire options and participants’ responses (continued)



number 8 of the questionnaire was not answered, the
questionnaire was excluded from the study.

Data sources/Measurement
To the best of our knowledge, the study was the first

of its kind in Portugal. The research team prepared a
questionnaire that was subjected to a pre-test by a to-
tal of six family doctors, who understood the questions
and did not identify the need for changes. As an opinion
questionnaire, consisting of categorical variables, its
results are measured in frequencies.

In this study, the exposure was the practice of de-
fensive medicine, and the intended outcomes were the
perception of defensive medicine by the primary
healthcare physician regarding its importance, daily
practice, direct costs for the Portuguese healthcare sys-
tem, and strategies for its reduction. Being a cross-sec-
tional study, the descriptive analysis of the variables
and the identification of potential associations between
them was also intended.

Bias
During the design of the questionnaire, several as-

pects were considered to reduce the risk of bias. Thus,
when preparing the questions, the team was careful to
avoid using not only ambiguous, complex, or rare words
but also to avoid any phrases that were too long or too
short so that the objective of the question was easily un-
derstood by the participant. The questionnaire was self-
-administered and related to the clinical practice of each
physician, which can lead to a bias of belief vs. behavior
in which the answer is not correlated with their practice,
but rather to their belief or vice versa. Another bias that
we considered was that of social desirability. However,
these are biases that could not be minimized, given the
nature of the study. The questions were intended to be
straightforward, simple, and in an adequate number so
that the time to complete them was easily acceptable by
the participants. The questionnaire allowed participants
to comment on several questions, so some perspectives
were obtained and analyzed. Other biases to consider are
the bias of the volunteer and the bias of memory. Thus,
results should be critically interpreted when analyzed.

Statistical methods
Information about defensive medicine in Portuguese
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primary healthcare is scarce, so we chose to do explo-
ratory descriptive analysis and study potential associa-
tions between variables. To do so, data analysis was per-
formed by the author JR, using the software SPSS®, v.
27. All questionnaires in which question 8 was not ans-
wered or the answer was «Do not know/Do not ans-
wer» were excluded (2%). Although some questionnai-
res had missing data points, 85% were fully answered,
so missing data points were ignored in the analysis due
to the exploratory nature of the study. For descriptive
analysis, we included nominal categorical variables
such as sex; professional situation; workplace; private
activity; economic impact of defensive medicine; pre-
vious practice of defensive medicine; reasons for the
practice of defensive medicine; translation of the prac-
tice of defensive medicine; gender influence in the prac-
tice of defensive medicine; economic class influence in
the practice of defensive medicine; age influence in the
practice of defensive medicine; defensive medicine lea-
ding to lesser probability of prosecution; knowing so-
meone sued for negligence and preventive measures of
the practice of defensive medicine; and ordinal cate-
gorical variables such as age; the practice of defensive
medicine as a problem; frequency of the practice of de-
fensive medicine and probability of being sued in the
next ten years.

The statistical analysis of categorical variables, re-
gardless of their classification as nominal or ordinal,
was done with absolute and relative frequencies.

Statistical tests such as Chi-square or Fisher were
carried out to compare categorical variables and thus
establish possible associations and correlation was 
assessed through Pearson’s coefficient. There was no
need to carry out a sensitivity analysis.

RESULTS
Participants

Of the 182 clinicians who met the eligibility criteria,
138 (75.8%) of the family doctors completed the ques-
tionnaire. Only 33 (18.1%) did not complete the ques-
tionnaire, as requested. Of the remaining 11 (6.1%),
eight were part of the research team, two did not ans-
wer question 8 and were thus excluded, and one had
previous access to the protocol.

Most of the functional units of the HCG WLO were
USF A (33.3%) or B (55.1%), with teams made up 



mostly of female family doctors (76.1%), specialists in
general and family medicine (69.9%) and aged between
24-35 years (46.4%). Most maintained exclusivity with
the SNS (66.7%).

Table 2 shows the socio-demographic characteris-
tics of the population studied in greater detail.

About 61% of family doctors consider the practice of
defensive medicine to be a moderate problem and
32.4% a serious problem. The vast majority (97.1%) con-
sider that the practice of defensive medicine contribu-
tes to higher health expenditures.

In our study population, 92% of family doctors re-
ported having already practiced defensive medicine in
their clinical practice, and approximately half (46.2%)
practiced defensive medicine less than once a week,
followed by 22.2% of family doctors who practiced de-
fensive medicine two or three times a week. The main
effects of defensive medicine practice considered by fa-
mily doctors were additional exams (93.7%), referring
to secondary care (53.2%), and scheduling further 
appointments (34.9%).

The majority (63.8%) of family doctors attributed the
practice of defensive medicine to the need for more in-
formation to be safe in their clinical decision, 55.9% to
the patient’s insistence, and 45.7% to the fear of being
sued for a medical error or negligence. Other reasons
cited for the practice of defensive medicine included in-
sufficient response from the secondary health care sys-
tem (both for the patient and for family doctors), tele-
consultations, recurrent and/or persistent complaints
from patients, difficulty in obtaining adequate clinical
history (due to teleconsultation or other communica-
tion barriers with the patients), prevention of conflict
with the patients (even when not resulting in com-
plaints).

The majority of family doctors who practice defen-
sive medicine do not consider themselves as being in-
fluenced by the patient’s gender (94.3%) or age (58.7%).
Though most family doctors do not consider themsel-
ves to be influenced by the patient’s socio-economic
class (67.2%), 32.8% considered the high socio-econo-
mic class an influencing factor to practice defensive
medicine.

Regarding the probability of being sued, 68.3% be-
lieve that it decreases with the practice of defensive me-
dicine. Still, 63.4% do not know other professionals in-

volved in medical malpractice cases. Concerning the li-
kelihood of being sued or involved in a case of negli-
gence in the next 10 years, 50% of doctors assumed less
than 1% probability. However, a significant proportion
of respondents (31%) considered that the probability
could be between 1-9%.

The majority of physicians (78.9%) think that the im-
plementation of protocols/performance algorithms ba-
sed on current scientific evidence could be one of the
strategies to be adopted to reduce the impact of defen-
sive medicine. Additionally, the promotion of health li-
teracy among patients (76.6%), the adjustment in con-
sultation time (49.2%), and the improvement of legal
support for health professionals (46.1%) were the most
frequently mentioned measures. The development of
communication between primary and hospital care
through consultation meetings was one of the sugges-
tions pointed out by clinicians as an attempt to mitiga-
te defensive medicine (see Table 3).

In our sample, there was no statistically significant
association between family doctors’ gender, professio-
nal status, or private practice and the frequency of prac-
ticing defensive medicine, which for this analysis was
recoded into three groups: less than once a week (n=54;
46.1%), one to three times a week (n=48; 41.0%) and
more than three times a week (n=15; 12.8%). However,
there was a weak but statistically significant association
between the workplace and the practice of defensive
medicine (Pearson’s correlation coefficient of -0.278),
suggestive of a tendency for less frequent practice of de-
fensive medicine in model B USF compared to model
A USF.

DISCUSSION
The main goal of our study was to understand the

perception of the practice of defensive medicine in
PHC, specifically in the HCG WLO. Figure 1 presents
the summarized analysis of the study. Our results show
that most family doctors have already practiced defen-
sive medicine in their daily clinical activities, the ma-
jority practicing less than once a week, followed by doc-
tors who practice two to three times a week.

Although the reasons for defensive medicine practi-
ce differ, most doctors emphasize the need for more in-
formation to be sure about the clinical attitude to take,
and still, a significant number of doctors refer to the fear
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Study population
182 Physicians from Primary Healthcare

Centers in Western Lisbon and Oeiras

Inclusion and Exclusion Criteria
138 Questionnaires included

(11 excluded, 33 not answered)

Perception of Defensive Medicine (DM)
61% consider DM a moderate problem
92% have practiced DM at least once

Additional exams ordered
93.7%

Referrals to secundary care
53.2%

Scheduling further appointments
34.9%

Reasons for DM Practice
63.8% need for more information

55.9% patient insistence
45.7% fear of being sued

Impact of DM
97.1% believe DM contributes to higher healthcare costs

68.3% believe DM reduces malpractice claims

Strategies to mitigate DM
Promote patient health literacy – 76.6%

Improve legal support – 46.1%
Implement protocols/algorithms – 78.9%

Conclusion
Understanding and addressing DM can improve healthcare

efficiency and reduce costs

Figure 1. Summarized analysis of the study.



of committing a medical error or being perceived as
committing one by the patient, with the possible con-
sequence of a malpractice claim. The study suggests
that family doctors understand the concept of defensi-
ve medicine, are aware of their defensive medicine
practice and its’ negative economic outcomes. The ab-
sence of good communication between secondary and
primary care providers was also appointed by the res-
pondents. When physicians practice defensive medici-
ne, they do it mainly by prescribing more complemen-
tary exams and more referrals to secondary health care,
which seems to agree with what has been observed in
the literature.

On the other hand, contrary to what the literature
mentioned, family doctors do not seem to feel the need
to practice defensive medicine when they observe chil-
dren, women, or people of a higher socioeconomic
class. Most doctors practice defensive medicine less
than once a week, and about half assume the likelihood
of being sued within 10 years is extremely low. Howe-
ver, in addition to considering the practice of defensi-
ve medicine as a moderately serious problem, the fa-
mily doctors report that the practice of defensive me-
dicine reduces the risk of having a malpractice claim.
When asked about strategies to reduce the growth of de-
fensive medicine, they point out several that they con-
sider important to be applied in primary health care,
namely, the promotion of health literacy among pa-
tients, the adjustment in consultation time, and the im-
provement of legal support for health professionals.

Although they believe that practicing defensive me-
dicine would decrease their probability of being sued,
the reality is that family doctors in HCG WLO practice
less defensive medicine. This could be because physi-
cians are familiar with the concept of defensive medi-
cine and recognize its negative impact on both costs
and health outcomes and/or because participants’ res-
ponses were towards what it would be socially and de-
sirably the correct answer. The results, therefore, must
be interpreted critically.

Residents do not practice more defensive medicine
than specialists, contrary to what would be expected,
and this can perhaps be explained by the fact that their
work is supervised. Possibly, they find it easier to dis-
cuss clinical doubts with their supervisors, and despi-
te having clinical autonomy, they are legally protected

during the medical internship. Regarding the workpla-
ce, there seems to be a statistically significant rela-
tionship, but weak between the workplace and the prac-
tice of defensive medicine, and we were able to con-
clude that the physicians from the model B USF prac-
tice less defensive medicine than the physicians from
the model A USF. A possible interpretation of this result
is that these units work different objectives, namely in
terms of access, health/disease management, pres-
cription qualification, continuous quality improve-
ment, and internal training, and others, which must be
completed annually to receive the financial incentives
that are intended for them. Thus, the prescription qua-
lification and the internal training can be interpreted as
limiting factors for the growth of defensive medicine in
these units since they are related to an obligation to up-
date the scientific knowledge of physicians and the
need to consider the best cost-effectiveness of all me-
dical acts. This option can be strengthened considering
the participants’ responses related to the strategies to
prevent defensive medicine growth in PHC, in which
the highlight is the implementation of protocols/algo-
rithms based on current scientific evidence.

Other limitations of this study, beyond the afore-
mentioned biases, are the absence of a validated ques-
tionnaire that could be applied to Portuguese doctors
because, as far as we know, this is the first study to ex-
plore this topic and probably a quantitative descripti-
ve study may not be the best option for a field which is
still in an exploratory phase of understanding. And so,
a qualitative study, with focus groups or other metho-
dologies, could be of greater value to better understand
the relationship between family doctors and the prac-
tice of defensive medicine.

We cannot directly extrapolate these results to other
HCG. They provide a useful first insight into the topic
of defensive medicine in PHC and serve as the basis for
studies in other HCGs. Although most family doctors at
the HGC WLO do not practice defensive medicine, in
general, they are aware of its importance and its nega-
tive impact on health. We do not know the reality of de-
fensive medicine practice in other HRA, so research is
needed nationwide, not only to understand the real
scope of influence of defensive medicine in medical
practice but also to develop and implement measures
to prevent its growth in primary health care.
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ABSTRACT

PERCEÇÃO DOS MÉDICOS DE FAMÍLIA SOBRE MEDICINA DEFENSIVA: ESTUDO TRANSVERSAL
Introdução e objetivos: A medicina defensiva (MD) é definida como um desvio à prática médica considerada standard, por re-
ceio de processos médicos com consequências importantes para os doentes, médicos e fundos públicos. O objetivo do traba-
lho é avaliar a perceção que os médicos de medicina geral e familiar do ACeS Lisboa Ocidental e Oeiras (ACeS LxOO) têm re-
lativamente à prática de medicina defensiva.
Métodos: Foi desenvolvido um estudo transversal entre maio/2019 e setembro/2020. Foram incluídos 182 médicos do ACeS
LxOO. Cada participante recebeu um questionário que, após preenchimento dentro do prazo definido de dois meses, foi reco-
lhido e os dados foram tratados recorrendo ao SPSS®, v. 27.
Resultados: Foram incluídos 138 questionários (11 excluídos e 33 não preenchidos). 61% dos médicos consideram MD como
um problema moderado e 92,2% já praticou MD, que se traduziu em pedir mais exames (93,7%), referenciar mais (53,2%) e
marcar mais consultas (34,9%). As razões principais que motivaram a prática da MD foram: necessidade de tomar decisões mais
seguras (63,8%) e a insistência do doente em realizar mais exames ou procedimentos (55,9%). 68,3% dos médicos conside-
ram que a MD reduz o número de processos médicos.
Discussão: A maioria dos médicos já praticou pelo menos uma vez MD durante o exercício da sua profissão. Consideram a MD
um problema e reconhecem o elevado custo associado. Acreditam que desenvolvimento de protocolos, apoio legal, tempo de
consulta ajustado à necessidade e literacia em saúde podem diminuir o problema. Não foi possível estabelecer uma associação
entre local de trabalho e a prática da MD devido ao número reduzido de participantes. Futuramente pretende-se conhecer es-
tes dados a nível nacional, obter resultados mais robustos, de forma a possibilitar a proposta de novas estratégias de saúde.

Palavras-chave: Prática de medicina defensiva; Cuidados de saúde primários; Resultados em saúde.


